EDITORIAL ARTICLES. 


ON THE INDICATIONS FOR LAPAROTOMY IN CASES OF 
INTESTINAL OBSTRUCTION. 

Cases of intestinal obstruction are not limited to hospital experi¬ 
ence, nor to great cities, where special skill and facilities for their man¬ 
agement are attainable. They are as likely to confront the isolated 
practitioner in a frontier settlement as his colleague in the great city. 
In many instances they are characterized by a steady and rapid march 
to a fatal termination, a march that can be interrupted by no possible 
therapeutic means, other than section of the abdominal wall, exposure 
of the obstructing agent, and its prompt removal. In these cases, 
when once their nature has been recognized, the medical attendant is 
reduced to the choice of either abandoning his patient to certain 
death, or of resorting to laparotomy for the possibility, faint though it 
may be, which it alone holds out for relief and recover}’. In acute 
cases of intestinal obstruction, as a rule, relief, if it is to avail at all, 
must be afforded early. Barly diagnosis and prompt operation are the 
two elements which must combine to secure any hope of recovery. 

No question exists as to the propriety and necessity of laparotomy 
for the relief of certain classes of intestinal obstruction, when once the 
diagnosis is clearly established. It is to the matter of diagnosis, there¬ 
fore, that an immediate and vital interest must always attach. In the 
following review of some aspects of laparotomy for the relief of intes¬ 
tinal obstruction, I have given, for the same reason, most prominence 
to diagnostic considerations, and especially to those which are of 
marked clinical importance. I have attempted to follow the order in 
which they would most helpfully be considered in the presence of a 
case of possible intestinal obstruction. For the purposes of this re¬ 
view I do not deem it necessary to make out an exhaustive list of all 
the possible conditions that may produce obstruction of the bowels. It 
will be sufficient to mention those which occur with such a degree of 
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frequency that they would be likely to be taken into consideration in 
forming a diagnosis in any given case of intestinal obstruction. 

To simplify the matter still more, the general division of cases into 
those that are acute and those that are chronic in their nature may be 
made. Under the head of chronic cases fall those due to atony of 
the bowel with fsecal impaction, to chronic peritonitis and peritoneal 
abscesses, to the pressure of intra-abdominal tumors, to malignant dis¬ 
ease of the intestine, to simple stricture from inflammatory thickening 
and contraction at some point of the intestinal wall. Obstruction from 
any of these causes is of slow and gradual development. Though the 
differential diagnosis between these various conditions is not always 
possible, still the line which separates them from the class of acute 
cases is strongly marked. Ample time for their study and for deter¬ 
mining upon the choice of operative procedures when complete ob¬ 
struction is threatened is possible. 

This entire class of cases, though often requiring laparotomy, in 
some of its modifications, for their relief, is foreign to the special line 
of thought in this present communication, and will not be further re¬ 
ferred to. 

Those rare cases of obstruction of the bowels which are caused by 
the passage of foreign bodies into them, either per os or per anum, or 
by the lodgement of large gall stones that have found their way into 
the intestinal canal, or by the formation of intestinal concretions, pro¬ 
duce the symptoms of simple obstruction, which is usually somewhat 
chronic in its course, unless, as the result of ulceration, a local peri¬ 
tonitis or a perforation of the intestine is precipitated, when they de¬ 
velop acute symptoms that then range them with the general class of 
acute cases. In the case of the introduction of foreign bodies from 
without, the history' is generally such as relieves the diagnosis of any 
uncertainty, and indicates clearly the necessity and object of operative 
interference. The other cases of this group are often exceeding ob¬ 
scure as to their nature, requiring either an explorative laparotomy or 
a post-mortem examination to settle the diagnosis. As to the pro¬ 
priety of an explorative operation, the same conditions must determine 
as in other cases of an acute nature, in connection with which the 
question will be considered. 
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We come now to the genera] class of acute intestinal obstructions. 
In this class three great groups of cases range themselves, viz., intus¬ 
susception, volvulus and internal strangulation. 

Of these intussusception is the most common form; it comprises 
one-third of all cases of intestinal obstruction, of every variety (Treves). 
Its symptoms are usually so clear and pathognomonic that the ques¬ 
tion of diagnosis is not the one that long engages the surgeon’s atten¬ 
tion. Will rest, starvation and opiates bring about spontaneous un¬ 
folding of the invagination ? Can the down pushed portion of intes¬ 
tine be pushed up by insufflations or injections from below, or is the 
prospect of spontaneous relief by sloughing and subsequent discharge 
by the natural passages of the invaginated gut sufficiently great to 
warrant temporising in expectation of its occurrence ? These are the 
questions to be raised by the surgeon before the necessity of lapa¬ 
rotomy is considered: How long should one wait for the spontaneous 
unfolding to take place ? How often repeated should the insufflations 
and injections be, and are they attended with any inherent hazards ? 

The recent researches of Mr. Treves' have given us a statistical 
basis upon which to rest an answer to these questions. Seventy per 
cent of all cases of intussusception terminate in death, and So per 
cent of these die within seven days. Elimination of the gut by gan¬ 
grene occurs in about 24 per cent of all the cases, but no less than 40 
per cent of these die of the immediate results of the separation. 

In other words, only 30 per cent of those who become the subjects 
of intussusception recover. Half of these recover without unfolding of 
the invagination through a process of gangrene and sloughing. The 
remaining half, being 15 per cent of the whole number, includes all 
those in which, spontaneously or by art, the invagination is overcome. 

The period during which it would be reasonable to expect a sponta¬ 
neous unfolding of the invagination, or that insufflations or injections 
from below will be efficient, is a comparatively short one. After the 
lapse of possibly forty-eight hours the case, as a rule, will have re¬ 
solved itself into one of barely possible recovery after gangrene, or of 
death, unless laparotomy be invoked for a possible additional chance 

1 Treves.—The Operative Treatment of Intestinal Obstruction.—Brit. Med. Jour. 
1S85. Aug. 29, p. 3S7. 
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of recoven-. The recommendation of Mr. Treves is that laparotomy 
should be performed at least within the first forty-eight hours, and, if 
possible, within the first twenty-four hours, provided, of course, that all 
other measures have failed. Mr. Bryant 1 is equally decided in his 
recommendations. Of inflation, he says that it is “ under all circum¬ 
stances _ hazardous and dangerous, although success in exceptional 
cases may be recorded. Laparotomy should be proposed in all cases 
of acute intussusception, as soon as a diagnosis is made, and of chronic, 
which have failed within three or four days, at the most, to be relieved 
by other treatment.” 

The readiness with which the surgeon will have recourse to lapa¬ 
rotomy will depend upon the confidence which he may have in the 
relative innocuousness of the operation when properly performed, upon 
his own experience in abdominal surgery, and in his reliance upon his 
ability to control the conditions which the abdominal section may de¬ 
velop. The operative measures demanded for properly dealing with 
the invaginated gut are not complex nor difficult of execution. The 
seat of intussusception having been brought to view, its reduction, if 
possible, is to be effected by gentle squeezing and traction. If irre¬ 
ducible, or already the seat of gangrene, the affected parts are to be 
cut out and .-in artificial anus established. 

Volvulus, or acute twisting of a loop of intestine upon itself in such 
a way as to produce obstruction, is the least frequent of the causes of 
acute obstruction. The sigmoid flexure is the most frequent seat of 
the accident. Its symptoms resemble those of internal strangulation, 
though more localized and with a less speedy advance toward death. 
It may not infrequently be diagnosticated with some degree of cer¬ 
tainty, though its differential diagnosis previous to opening of the ab¬ 
domen is unimportant. Its certain end is death, the average duration 
of life being but six days (Treves), the usual cause of death being peri¬ 
tonitis. By way of treatment, rest, starvation and opium may alleviate 
symptoms and prolong life, but are ineffectual to determine the un¬ 
twisting of the volvulus. Enemata are harmful, as they tend simply to 
tighten the twist. 

Prompt laparotomy is the only resource available for its relief, nor 

1 T- Bryant Harveian Lectures.—Brit. Med. Jour., Nov. 22,1SS4. 
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even after the abdomen has been opened is the reduction of the twist 
often an easy matter to accomplish. 

We now come to the consideration of the last group of cases of 
acute intestinal obstruction, that of internal strangulation. 

In the consideration of the diagnosis of cases of intestinal obstruction.it 
would appear that the diagnosis of this class of cases has beenreduced 
to a considerable degree of certainty by the process of exclusion, cer¬ 
tain cases of obstructions by gall stones or intestinal concretions, and 
of volvulus being alone likely to be confounded with internal strangula¬ 
tion. In considering the question of treatment, the possible confound¬ 
ing of cases of these kinds with one of internal strangulation is unim¬ 
portant for the indications for treatment are the same. There is more 
difficulty in differentiating certain cases of acute strangulation from 
some other forms of intraperitoneal accident, such as internal haemor¬ 
rhage, the rupture of an abscess into the peritoneal cavity, or perfora¬ 
tion of the bowel by ulceration, with the escape of intestinal contents. 
With reference to the question of laparotomy, however, these bring no 
additional complication; the threatening symptoms which they excite, 
alike with those that attend the more acute and severe cases of stran¬ 
gulation, demand immediate laparotomy as the only possible source of 
relief. 

The symptoms which indicate the occurrence of internal strangula¬ 
tion will be the more unmistakable the more acute and urgent the case. 
So that the more imperative the need for relief, the more distinct are 
likely to be the signs that may guide the surgeon to immediate inter¬ 
ference. 

The intraperitoneal conditions that may determine strangulation of 
some portion of the intestine are diverse, but it matters nothing wheth¬ 
er the constriction is caused by a band of organized lymph, an adher¬ 
ent omentum or diverticle, a peritoneal pouch or ring, or a mesenteric 
foramen, or what portion of the intestine may have become nipped in 
the constricting orifice, the final fatal issue is sure, depending for the 
speed with which it arrives upon the amount of the bowel involved and 
the tightness of the constriction. Opium may relieve pain and enemata 
of hot water may defer collapse by the supply of heat and moisture 
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that they give, Cathartics trill aggravate the difficulty and hasten the 
end. Laparotomy alone holds out any promise of radical relief. 

How soon shall laparotomy be done ? 

Plainly the answer is, as soon as there is a reasonable degree of cer¬ 
tainty that strangulation of the intestine has taken place. Truly, de¬ 
lays are dangerous in dealing with cases of the kind under considera¬ 
tion. 

But suppose that upon opening the abdomen no intestinal strangu¬ 
lation should be found ? 

I would by no means encourage an indiscriminate and hasty resort 
to laparotomy, but I can hardly conceive that an intelligent practitioner 
would come to the conclusion that a disturbance had taken place within 
the abdominal cavity of so profound a character as to induce him to 
incise its walls for its relief, without the result amply justifying the at¬ 
tempt. The condition developed may not be found as supposed, or it 
may prove to be of a character not susceptible of relief, but the opera¬ 
tion will have had the result of clearing up a hitherto obscure condi¬ 
tion, or of satisfying the operator that he has not denied to his patient 
any possible chance of relief; but if it is found to be of a nature sus¬ 
ceptible of relief by performing the laparotomy, he has already taken 
the first step in the direction of securing that relief. From my point 
of view I am led to think that there is far more danger of operative 
interference being delayed until the period when it may be of avail has 
passed, than that an unnecessary and hasty operation would be done. 

The assemblage of symptoms which will guide a physician to the 
conclusion that conditions of an imminently threatening character have 
developed within the abdominal cavity will not always be the same, nor 
can an analysis and description of them be so clearly made as to con¬ 
vey an adequate idea of them to one who has not personally observed 
them. 

The amount of pain may vary, but yet in its most severe and per¬ 
sistent forms it may not differ from that experienced in conditions of a 
totally different nature; vomiting is equally variable in its severity and 
persistency. When the matters rejected become stercoraceous in char¬ 
acter it is pathognomonic of obstruction, but a case may proceed to a 
fatal termination without any stercoraceous vomiting. 
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Inspection and palpation of the abdomen may be entirely barren of 
information; in many instances everything will be masked by a general 
tympanitic distension, while in others points of special tenderness or 
distinctly defined tumors may be discernible. Persistent constipation, 
of course, is present, but the very knowledge that many cases where 
persistent constipation has been a prominent symptom, have ultimately 
been relieved through the use of powerful cathartics and copious ene- 
mata, has tended to encourage the resort to similar agencies in all 
cases where the existence of constipation is looked upon as an impor¬ 
tant element in the case, even though other concomitant symptoms of 
an acute nature, if properly considered, would awaken the suspicion 
that the constipation was but a result, and not a cause of the difficulty. 
The mere length of time during which complete constipation may have 
existed is one of the least important symptoms to be considered, al¬ 
though the fact of the existence of constipation is by no means to be 
ignored. 

In any given case not only will all the local features which it may present 
have to be considered in their relations to each other, the pain, the vomit¬ 
ing, the abdominal tenderness and swelling and the constipation, but also 
the general effect which the patient may exhibit. I have been espe¬ 
cially struck, in all the cases of this kind which have come under my 
own observation, by the marked evidences of profound general disturb¬ 
ance which they invariably present. But a glance is required to see 
that they are desperately ill. The anxious countenance, the pinched 
features, the contracted pupils, the general restlessness, all speak of an 
imminent danger, of which an additional warning is given by the weak 
and thready pulse. 

When a patient is found to present an assemblage of symptoms of 
so threatening a character as those just outlined, laparotomy presents 
itself not only as a legitimate recourse, but as the one measure which, 
when properly executed, offers in all cases the best promise of afford¬ 
ing relief, while it is in some the only possible way of escape from 
speedy death. Far be it from me to lightly pass over the hazards and 
difficulties which inhere in laparotomy. But even if they were greater 
than they undeniably are, the very desperate character of the condi¬ 
tions, to relieve which the procedure is the only possible resource.would 
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make its adoption none the less imperative. The true line of work to 
be pursued is. first, to invoke the operation before the strength of the 
patient is too much exhausted for the unavoidable shock of the ope¬ 
ration to be borne, and, second, to so improve the technique of the 
operation as to reduce its hazards as much as possible. 

Lewis S. Pilcher. 


ON THE PRESENT STATE OF KNOWLEDGE IN BACTERIAL SCIENCE 
IN ITS SURGICAL RELATIONS. 


(Continued from Page 155.) 

B. Osteomyelitis. 

Acute osteomyelitis has of late years been considered by many sur¬ 
geons and pathologists to be an infectious disease of a specific nature. 
Rosenbach, of Goettingen, working on the subject of surgical infectious 
diseases, and publishing his researches in the Deutsche Zcitschrift fur 
Chirurgie , advanced this opinion in the year 1S7S 1 , while Kocher, of 
Berne, believed the infection to be simply a septic or a putrid one.* 

Pasteur, Ogston and other observers had found micrococci in osteomy¬ 
elitic pus, and Koch had photographed them ; still no evidence of their 
specific nature was procured. 

Considerable interest, therefore, was awakened by a publication of 
Geheimrath Struck, the director of the Imperial Board of Health, which 
appeared under the title of a preliminary communication in No. 46 of 

the Deutsche Medicinische Wochenschrift in November, 1SS3_during 

the time that Koch was absent on behalf of the cholera commission_ 

and which contained the announcement that Dr. Becker, one of Koch’s 
assistants, had succeeded in cultivating the specific micrococcus of os¬ 
teomyelitis. By inoculating potato-soils and soils prepared with pepton¬ 
ized and gelatinized infusion of meat and with sheep’s blood-serum, 
with pus from five cases of acute osteomyelitis, Becker succeeded in 

1 Vol. X, pp. 369 and 492. “ Experimentell-klin. Studie iiber die zEtiologie der 
Osteomyelitis. 

2 L. c., vol. XT, p. S7, and Reports 7 Congress d. Ges fdr Chir. 1S7S. II Part, p. 1. 



